Incisões abdominais mínimas
Minimal incision surgery

Minilaparotomy
Minimally invasive procedures of ileotiflectomy, terminal ileostomy and closing of the ascending colon by an acute perforating abdomen, due to ileocolonic tuberculosis. The barium enema showed a proximal stump of the right colon near the ileostomy. The access to the cavity was made through the orifice resulting from the release of the stoma, with a lateral-lateral ileo-colonic anastomosis with a 25 mm circular stapler and manual closure of the ileal stump. These surgeries require their own tactics, such as rigor in the lysis of adhesions, tissue traction, and hemostasis, in addition to requiring surgeon dexterity -but without the need for investments in technology; moreover, the learning curve is reported as being lower than that for videolaparoscopy. 
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Introduction
Minimally invasive procedures are performed to resolve the disease with minimal trauma to the body. The benefits are lower infection and complication rates, lower costs, less pain, a faster return to activities and, especially in laparotomies with minimal incisions, less scarring and, thus, a better esthetic result. 1, 2 With a good indication and in experienced hands, laparotomies (from the Greek: laparos = abdomen, tomos = cut) with minimal incisions are beneficial for the patient. The minilaparotomy for tubal ligation, described in the last century, is an example of these procedures. 3 In addition to improving surgical procedures, advances in technology have enabled the surgeon to make more accurate diagnoses, as well as to show greater confidence in the procedure to be performed, with an increasing use of laparotomies with minimal incisions. 4 The aim of this study is to demonstrate the feasibility and utility of the laparotomy with minimal incision, based on the literature and on the case reported.
Case report
Male, 27-year-old, brown-colored patient. For the past four years, he has been diagnosed with HIV and ileocolonic tuberculosis after an exploratory laparotomy with ileotiflectomy, terminal ileostomy and ascending colon closure due to an acute perforating abdomen, with clinical instability and diffuse peritonitis. Also with a history of mild asthma, controlled since childhood. In the outpatient follow-up, the patient started a treatment for intestinal tuberculosis and regular antiretroviral therapy with the infectology team. A year ago, he underwent a laparotomy due to an obstructive acute abdomen due to adhesions. In June 2016, the patient was referred to the Service to perform a reconstruction of the intestinal transit, after compensation of his clinical diseases. On physical examination, we observed overweight, a globose abdomen, a median xiphobic scar with a 15-cm wide incisional hernia throughout the surgical incision, and an ileostomy in his right flank without prolapse or herniations. Additional examinations were performed: a rectal colonoscopy up to the right colon with a blind bottom, with normal mucosa, and a barium enema that revealed a proximal stump of the right colon near the ileostomy (Fig. 1) .
During the inventory, a lot of firm adhesions were found between the loops and with a hernia and the wall, making difficult the access. Adhesions of a sufficient segment of the ileum and colon were dislodged, in order to perform the anastomosis. Next, we performed a lateral-lateral ileo-colonic anastomosis with a 25-mm circular stapler and with a manual closure of the ileal stump (Fig. 2) .
Despite the elimination of flatus on the first postoperative day and the presence of liquid stools on the second day, the patient presented a subocclusive condition, with abdominal distension and nausea, necessitating the passage of a nasogastric tube, fasting, and hydration for 48 h. Clinically, the patient recovered uneventfully after conservative treatment and was discharged on the seventh postoperative day (Fig. 3) . The patient returned to his usual activities 30 days after surgery and was asymptomatic at outpatient follow-up.
Discussion
In comparison to the main surgical time, the incisions of access to the abdominal cavity can cause a bigger trauma. After the advent of the videolaparoscopic surgeries and the publication of studies related to the surgical trauma caused by the abdominal wall opening, it was demonstrated that the larger the incision, the greater the morbidity. Thus, conceptions such as "large incisions, great surgeons" are no longer universally accepted. 1 An example of the use of minimal incisions in laparotomies is the reconstruction of the intestinal transit, in which the orifice resulting from stoma release is used as an intra-abdominal access in those cases where the surgeon is able to reach the closed loop for the anastomosis. Another example is the removal of colon tumors, where the incision is large enough for the removal of the piece and for the introduction of a hand, for the inventory of the cavity. 5, 6 These surgeries require their own tactics and techniques, for example, how to fix the compresses and to make the inventory, and also some rigor in the lysis of the adhesions, traction of the tissues and hemostasis. Therefore, these procedures are not just a miniature of a traditional laparotomy, but indeed constitute another type of surgery.
Laparotomy with minimal incision is considered a minimally invasive procedure. This type of procedure only requires the dexterity of the surgeon, who uses traditional surgical instruments; thus, there is no need for more investments to aggregate technology with new equipment. There is indeed a learning curve; however, authors report that it is smaller than that for videolaparoscopy, since, besides the instrumental factor, one has a direct vision of the cavity and a tactile perception. 2, 3 Compared with traditional laparotomies, minimally incisional surgeries cause less surgical trauma and entail lower hospital costs. Regarding videolaparoscopy, these surgeries may be indicated in situations showing a large amount of firm intra-abdominal adhesions, since these are responsible for the main cause of conversion in laparoscopic surgery. They also do not differ in the final esthetic result, compared to the laparoscopic route, because they do not add new scars, in addition to the primary scar. 7, 8 According to Souza et al., in the treatment of chagasic megacolon, better statistical results were obtained with "minilaparotomy" in terms of surgical time, the need for postoperative analgesia, the beginning of an oral diet, time of passage of flatus and length of hospital stay versus videolaparoscopic surgery. 9 Thus, in addition to requiring less aggregate technology, having a lower cost and requiring less training, minimally incised surgeries are a good choice in some situations, such as in the reconstruction of intestinal transit, as an alternative to videolaparotomy, which present a very varied incidence in the literature with regard to conversion rates in the presence of large numbers of firm intra-abdominal adhesions, as in the case described in this paper. 8 
Conclusion
Laparotomy techniques with minimal incisions should be considered as a valid and viable option in the treatment of surgical conditions.
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